**Dear Editor,**

Small bowel bleeding accounts for 5% of all gastrointestinal bleeding cases. Vascular lesions of the gastrointestinal tract include hemangioma, telangiectasia, angiodysplasia and phlebectasia^[@ref1]^ and they account for 5-10% of all benign neoplasms of the small bowel.^[@ref2]^ The diagnosis of small bowel hemangioma is not easy and different modalities with different diagnostic accuracy could be used. Considering the scarcity of information on small bowel hemangiomas, the present case report is unique as it underlines the perplexity of relying on a single diagnostic method. Written informed consent was obtained from the patient to publish this case and accompanying images in scientific journals for research and educational purposes.

In September 2014, a 40-year-old male patient referred to a physician due to fatigue and palpitation. Laboratory studies showed low hemoglobin level (Hb: 9.9 g/dl, MCV: 76 fL), low serum level of ferritin and iron, normal hemoglobin electrophoresis, and positive stool occult blood tests. The patient had no history of melena, hematochezia, or maroon color stool. Upper GI endoscopy and colonoscopy were performed and multiple biopsies including duodenal mucosa were taken, all of which were normal and inconclusive. Video capsule endoscopy for the assessment of small bowel mucosa^[@ref3]^ revealed no abnormal finding. Subsequently, the patient was referred to our center for further investigations. Red blood cell GI bleeding scintigraphy revealed active GI bleeding, most likely from the jejunum. CT enterography study with contrast injection in the arterial phase showed a suspicious soft tissue lesion containing multiple tiny spots of calcification and vascular components in the proximal part of the jejunum ([figure 1](#F1){ref-type="fig"}). Due to increased risk of bleeding by endoscopic sampling, the patient was referred for laparoscopic surgery. The laparoscopic finding was in favor of a small bowel hemangioma. The lesion was resected and the diagnosis of cavernous type hemangioma was confirmed by pathology studies. Microscopic examination revealed large and cavernous vascular spaces, which were partially filled with blood ([figure 2](#F2){ref-type="fig"}). The patient did not show any evidence of GI bleeding, such as anemia and positive stool occult blood tests after the 3 and 6 months follow-up visits.

![CT enterography revealed a soft tissue lesion measuring 26×12 mm with multiple tiny spots of calcifications in the proximal jejunum (white arrow) in coronal (A) and sagittal sections (B).](IJMS-42-108-g001){#F1}

![Irregular spongy mass 2×1×1 mm in the wall of the small bowel. Microscopic examination shows large and cavernous vascular spaces in submucosal layer. H&E staining ×40 (A) and H&E staining ×100 (B).](IJMS-42-108-g002){#F2}

Small bowel bleeding is infrequent and accounts for 5% of all cases. Common causes include vascular lesions, neoplasia, NSAID ulcer, and inflammatory bowel diseases. Hemangioma, telangiectasia, angiodysplasia, and phlebectasia are typical forms of small bowel vascular lesions. Hemangiomas of the small bowel are generally rare and most commonly found in the jejunum.^[@ref2],[@ref4]^ The types of hemangiomas include capillary type, cavernous type, and mixed type. The cavernous type has the highest frequency followed by the mixed type. Clinical manifestation includes bleeding presentation and surgical consequences. Chronic occult blood loss and iron deficiency anemia are the most common types of presentation,^[@ref4]^ however, cavernous hemangioma might be large in size^[@ref5]^ and could cause severe bleeding. Surgical complications include obstruction, intussusceptions, perforation, and intramural hematoma. The diagnosis of small intestinal hemangioma is difficult. Small bowel barium study, angiography, and RBC scan scintigraphy are useful in diagnosing 25% of cases.^[@ref2]^ CT enterography and MRI enterography have additional diagnostic accuracy. Wireless capsule endoscopy and balloon-assisted enteroscopy are innovational diagnostic tools in this era.^[@ref2],[@ref4]^ The diagnostic rate of wireless capsule endoscopy and balloon-assisted enteroscopy in the diagnosis of obscure GI bleeding is similar and about 38-93%. However, wireless capsule endoscopy has the highest diagnostic yield (90%) near the bleeding episode and it drops to less than 10% after two weeks. Surgery is an accepted treatment for solitary lesions in the small intestine and laparoscopy with complete resection is a procedure of choice.^[@ref2]^

In the context of GI bleeding, bleeding of small bowel lesions is rare. However, when the upper and lower sources of bleeding have been excluded, the main culprit is the small bowel. Innovative techniques have their own limitations and a sole reliance on the negative result of each technique could be misleading. The present case report demonstrates the importance of clinical suspicion, particularly based on inconclusive results from one or two studies and if a high index of suspicion persists.
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